Histopathological examination characteristically reveals a superficial and deep wedgedshaped dermal inflammatory infiltrate that includes atypical mononuclear cells. The identity of these infiltrating cells has been much debated. T-lymphocytes have been recognized by some authors (Schneiderman et al. 1975 , Kennedy & Sanderson 1979 , Harris et al. 1981 , while a histiocytic origin for the atypical cells has been suggested by others (Black & Wilson-Jones 1972 , Poppema et al. 1983 .
The overall pattern of the pathological changes in our patient is compatible with that seen in the lymphomatoid papulosis spectrum. However, the extent of the vasculitis both superficially and in the deep dermis is unusual and we feel the term lymphomatoid vasculitis would be more appropriate for such cases.
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A case in which multiple congenital defects of the urinary tract were associated with urolithiasis and severe septic complications is reported. A 'trigonal curtain' abnormality of the bladder in this case may be protecting the upper urinary tracts from further damage. The indications for reconstruction are discussed.
Case report Mrs D M, aged 57, presented to the casualty department with one week's history of feve'r and abdominal pain. There was no previous history of ill health. On admission the patient developed septicaemia with features of disseminated intravascular coagulation. Blood culture subsequently grew E. coli. She was treated with intravenous ampicillin, with a moderate clinical response. Despite the absence of symptoms of lower urinary tract infection, a pure growth of E. coli with significant pyuria was obtained on a midstream urine specimen. Intravenous urography demonstrated complete bilateral duplex systems ( Figure 1 ) with a small staghorn calculus on the lower moiety of the left system which was obstructed by a second calculus in the ureter draining the lower moiety at the level of the pelvic brim.
Left nephro-ureterolithotomy was indicated on account of persistent infection in the presence of ureteric obstruction, and was preceded by cystoscopy. A 'frontal' septum of the bladder was apparent, with two ureters draining into its posterior portion which seemed to have its own opening just proximal to the external urethral meatus, but above the level of the external sphincter. Postoperatively, a double contrast (Figure 2) confirmed persisting reflux and outlined a posteriorly placed partition of the bladder filled with air which was refluxing up the ureter to the left upper moiety. Despite these anatomical and physiological abnormalities, the patient has remained well. Her postoperative creatinine clearance was 40 ml/min and her urine has remained sterile without antibiotic cover.
Discussion
In a review of anomalies of the bladder (Abrahamson 1961 ) 3 cases of incomplete frontal septum of the bladder (Figure 3) were reviewed, but 3 further cases of 'complete' frontal septa were dismissed as ureteroceles. In cases of incomplete frontal septum, symptoms of bladder outflow obstruction occur. As the emptying bladder contracts, the free edge of the septum impinges on the internal urinary meatus. The patient reported here has always experienced some difficulty in voiding, but with an interrupted flow she was able to empty her bladder completely. This symptom would certainly support the presence of a septum. The septum was visible at cystoscopy. Two of the ureters drained into the posterior portion of the bladder and the appearance of the left ureterovesical junction (arrowed in Figure 4 ) would suggest that the filling catheter had not entered a large ureterocele but had entered a separate portion of the bladder.
There are three reports in the literature of an abnormality which would account for these findings (Caulk 1920 , Wallace 1926 , Kook et al. 1955 . The description most closely resembling our findings is that of Wallace (1926), who described a 'trigonal curtain' anomaly of the bladder comprising a double fold of mucous Figure 5A and B. Trigonal curtain anomaly membrane with a short transverse attachment to the trigone. The free edge was longer than the fixed edge so that it encroached on the bladder outlet and caused interrupted voiding.
If the cystogram is compared with the diagram of this trigonal curtain anomaly ( Figure 5 ) a mucosal fold is evident, as previously described (Laughlin et a!. 1952) . The position of the fold may also explain why reflux occurs during catheter filling but not during micturition. As can be seen from Figure 5 , the tip of the catheter is lying beneath the mucosal fold, and is therefore juxtaposed to the lower left ureteric orifice, making reflux inevitable on catheter filling. However, when the catheter was removed the mucosa descended and occluded the lower left ureteric orifice, protecting the upper moiety of the left kidney from any effects of reflux and ascending infection. It is possible that resection or even incision of the trigonal curtain in this case would restore physiological function and remove the need for ureteric reimplantation. Roche (1952) described a case of hour-glass bladder which presented with urinary retention. The constricting ring was actually formed by a transverse interureteric fold, very similar to the appearance of the septum in this case. Embrological explanations for the development of hour-glass bladder are unsatisfactory (Nesbitt & Bromme 1933 , Edwards 1933 and it seems most likely that frontal septa, trigonal curtains and hour-glass bladder are expressions of the same pattern of maldevelopment. Possibly, as suggested by Abrahamson (1961) , these abnormalities are due to an aberrant urorectal septum or persistence of the fused portion of the urogenital sinus and mesonephric ducts.
